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Allservices must be provided ina dentist's office by a United Dental Care of Arizona, Inc.
(UDC) Family Dentist or authorized and referred by a UDC Family Dentisttoa UDC
Specialty Dentist. Areferral isnot required to receive orthodontic services. All itemsand
services which are not reasonable and necessary for dental diagnosis and treatment, as
determined by the Member's UDC Family Dentist, ora UDC Specialty Dentist, or ser-
vicesnot prescribed by a Member's UDC Family Dentist or UDC Specialty Dentist, are
not covered services. The copayments list below are applicable to only those procedures
provided by the member's UDC Family Dentist or assigned participating UDC Specialty
Dentist.

ADA ) ) ) Member
Code _ ] _Dlagnostlc Dentistry Copayment
0999  Routine Office Visit, DY REPOI .......c.ocevviivieencncrcrenciss 500
0120 PeriodiC Oral EXaM ....vv.v.ceeseierieesrersssesnssesseessessseesssessnseennens NoCharge
0140  Limited Oral Evaluation - Problem FOCUSEd .........c..curereererrinerrireeninee 151
940  Office Visit After Regular HOUS ..........coveevrveereenrensienseerereencesenes 4000
0150  INtil EXAM ©.vooevvieeerceerce s eses s e eesssessssessesennes NoCharge
0210  X-Ray- Intraoral, Complete Series Including Bitewings ............... NoCharge
0220  X-Ray- Intraoral, Periapical, FirstFilm .......... e NoCharge
0230  X-Ray-Intraoral, Periapical Each Additional Film...................... NoCharge
0240  X-Ray- Intraoral, OCCIUSAl ..........ccoverrreerreerreerreirereireeeeennnes NoCharge
0250  X-Ray-Extraoral, FirstFilm ........... s NoCharge
0260  X-Ray-Extraoral, Each Additional Film ............cccooveriinininnee. NoCharge
0270  X-Ray-Bitewing, SIngIe Film .........cccovovrvierirrcrcrecreecen, NoCharge
0272 X-Ray-Bitewing, TWOFIIMS ........c..ccovvreurierierieneereeeinas NoCharge
0274 X-Ray-Bitewing, FOUrFilMS ........c.ccovrverreniereesereesersneennnns NoCharge
0330  X-Ray-PanoramiC ..........cccoeerereuriemninneinieinneineeiseseeseeseens NoCharge
0415 BaCterial STUTIES .......ovevreerrreerreerreesee e esnseeeens NoCharge
0425 Caries SUSCEPLIDIlItY TESES ....veuvvveercerreerreiseeerere e eserseeeennes NoCharge
0460  Pulp Vitality Tests -...... s JET T NoCharg(e)
9999  Missed Appointment Without 24 - Hour Notice, by Report ................. 15,
4999  Periodontal Probing inthe Presence

of Periodontal Disease, DY REPOIt .........c.ovvvvvvrerrernrrerereensieenseereeeens 2000

Dlagnostlc Services By Specialists
0210  X-Ray- Intraoral, Complete Series Including Bitewings ..............coc.eue. 1500
0330 X-RAY-PANOTAMIC ....cocvvecveiiiieiririeicis e 1500
] Preventive Dentistry
1110 Prophylaxis- Adult Seml_-annuaIIP/ ................................................ 700
1120 Prophylaxis- Child (Semi-annually) ............ccoee.e.
1203 Application of Topical Fluoride - Child ...................
1310 Nutritional CoUNSElNg ........c.ocevrevrireerireenirceniennes
1330 Oral Hygiene INStruction ..........c.oeeveerreenrensenns
1351 Application of Sealant, Per Tooth ............cccocoevieenee
1510  Space Maintainer (Fixed) - Unilateral ....................
1515  Space Maintainer (Fixed)- Bilateral .................cc....
1520  Space Maintainer (Removable)- Unilateral .............
1525  Space Maintainer (Removable) - Bilateral ...............
1550 RecementSpace Maintainer .............cocovveeennecnne
1999 Additional Prophylaxis, by REPOM ..........ccoveerverieriereeirenieennnns
Restorative Dentistry

2110 Amalgam-One Surface, PAMAIY .........cccvieeriernieerenrenseneseiseeeenees 900
2120 Amalgam- Two SUrfaces, PHMATY .........cooeereieneriinernneisneseeinneens 1200
2130 Amalgam-Three SUrfaces, PHMANY ........ccoceevverenrienseenereenerssneennnns 1400
2131 Amalgam - Four SUrfaces, PIMANY ..........cooerenereenersineesneenseisineens 17.00
2140 Amalgam-OneSurface, PEmManent ............ceveererrieenseenereeseeseeennnns 1000
2150 Amalgam- Two Surfaces, PErmanent ...........cooeveeeereerneesneenineenineens 1400
2160 Amalgam- Three Surfaces, PEMMANENt ..........ccovveerererrrrrenersersesssnenrinens 16.00
2161 Amalgam-Four Surfaces, PErmanent ............cccevereerrerernesireesrinnninenns 2000
2330 Resin-One SUrface, ANEETION .........ccvrieerrienrreenreenereenseeneseesereeseesenes 2500
2331 Resin- TWO SUaCeS, ANEEMION ......cvvveerreerrreerrreerereesnrsesssssseessseesssnenns 3500
2332 Resin-Three Surfaces, Anterior ............... . 4500
2335 Resin-Fouror More Surfaces, Anterior ... .. 4500
2385  Resin-One Surface, Posterior, Permanent . .. 3500
2386 Resin- Two Surfaces, Posterior, Permanent ..4500
2387  Resin-Three Surfaces, Posterior, Permanen .. 5500
2510 Inlay - Metallic, OneSurface .................. ..8000
2520 Inlay - Metallic, Two Surfaces ................... ... 16000
2530 Inlay-Metallic, Three SUMACES ........coveurreerierecreerer s 22500
243 Onlay-Metallic, TRree SUITACES .......cvveervenreerrieereieereeesereeseesenes 19500
2544 Onlay - Metallic, Four or MOre SUaces ..........covvreerereerernereeseeennnns 19500
2610 Inlay-Porcelain/Ceramic, ONe SUIMACE ..........courevrereerireerineerieirinns 18500
2620 Inlay-Porcelain/Ceramic, TWO SUMACES ..........vuereererrereereeerineennnns 19500
2630  Inlay-Porcelain/Ceramic, Three SUMfaces .........coovcveeerereercrreneenenns 19500

Restorative Dentistry (Continued)
Crown - Porcelain/CeramiC ............ererrerrreererernersenmrsessesssessnssssens
Crown - Porcelainto High Noble Metal ..o
Crown -PorcelaintoBase Metal ...........ccocvreevreeverenienirsisneniieens
Crown - Porcelain to Noble Metal ...
Crown - Full Cast High Noble Metal
Crown - Full Cast Base Metal

S
SEEEEEEE

Crown - Full Cast Noble Metal
Crown - 3/4 Cast Metallic .......
RecementInlay ............... 1500
RECEMENECIOWN ..o .. 1500
Prefabricated Stainless Steel Crown - Primary Tooth ............ccccceeeeeee. 7000
Sedative F|II|nP g e s 800
CoreBuildup, INcluding ANYPINS .......c..covvrvereereenercessrsessesrsneesinenns 4000
Pin Retention - Per Tooth in Addition to Restoration ..............ccveeee.. 6.00
Cast Postand Core, in Additionto CrOWN ..........cceevvevevrenireenrinenrieenns 8000
Prefabricated Postand Core, in Addition to Crown ............cceeveeieene, 8000
Labial Veneer (Laminate )- Chairside ............ocouereeerenriensenernnnes 200.00
Labial Veneer ( Porcelain Laminated ) - Lab, by Report ...........cccocvunes 300.00
Repair CroWN, DY REPOI ..o e 2500
TempOrary Filling, DY REPOM ..vv.oovvovvooosssessssssresriiooosoessoeeessseeeo 1000
CosmeticBleaching, Per Arch, by Report ..........cooveveeereiineerneininens 15000
Cosmetic Bleaching, Both Arches, [0}V 1205100 225.00
) Endodontics
PUIP CP - DIFECL ..ot 300
PUIP CaP - INCIMECE ....vovveceeeer e e 300
PUIDOIOMY ...t 1000
ROOL Canal - ANEEFION .......ocvieecieicieeeee et 12500
ROOt Canal - BICUSPIA .......ovvvevreeeeseeescenseesereesessesers e seessnees 15000
ROOECaNal - MO ..........oocvieiiieiiece s 23500
APICOECTOMY - ANTEETION ....cvovvvceeerireeeeeeire e erens 12500
Apicoectomy - Bicuspid, FIrStROOL .............ccvveerieerienieriereieinas 170.00
Apicoectomy - Molar, FISEROOL ...........cvvrereeennenneneesnneeeee, 180.00
Apicoectomy - Each Additional ROOL ..........cevveereenniceneicereeirereeen, 8000
Retrograde Filling-PerROOL .............covieurieeniercrnesseeeees 4000
ROOtAMPULALION-PErROOL ...t 7000
Hemisection ( Including Any Root Removal ),
Not Including Root Canal ThEraRY ........cevrervereerreenereenersensrsersessnens 7500
o ~_ Periodontics
ngggvoPIastyor Gingivectomy, Per Quadrant ...............coveerereerenee 120.00
Gingival Curetta%e, Per Quadrant, by Report .........covevvveerireenrieenreenn, 5000
Osse0USs SUrgery; Per QUAAIANT ........ccovvveerreerereererseneesiseeseeesseesssees 250.00
Provisional Splinting Intracoronal ..., 60.00
Provisional Splinting EXEracoronal .............cccovrevrernnerienrinensinnns 5000
Periodontal Scalingand Root Planing, Per Quadrant ................ccoceene. 4500
Full Mouth Debridement 5 Complicated CIEaning) .......coevveereerrreenn. 3000
Periodontal Maintenance ProceaUIES .........cccoveererveceesnieersiennens 2500
Periodontal Hygiene Instruction, by Report ..........cc.cocovveniennes NoCharge
Removable Prosthodontics
Complete UpperDENtUIE ........c.veeveereereenseeneseesersesersssessssnssees 325.00
CompleteLower Denture ..............coceene. ettt 325.00
Immediate Upper Denture (EXCluding Reling) .......c..covveervrcvrerrinnee, 355.00
Immediate Lower Denture (Excluding Reling) ...........cccccovveunevenee. 355.00
Upper Partial Denture - Resin Base, Including Clasps, etc. .................. 375.00
Lower Partial Denture - Resin Base, Including Clasps, etc. .................. 375,
Upper Partial Denture-
Cast Metal Framework/ACIYIICBESE .........vevvreerveereeerieessrsissesinees 425,00
LowerPartial Denture- =
Cast Metal Framework/ACIYIICBESE ......c.vevvreerieerreesireessrsissesiinees 425,00
Adjust Complete Denture-Upper ..... ...1000
A djust Complete Denture - Lower . 1000
A djust Partial Denture - Upper . 1000
Adjust Partial Denture - Lower .. 10.00
Repair Broken Complete Denture Base 2500
RepairResin DentureBase ................ 3500
Repair Cast Framework .................... ...3500
Repair or Replace Broken Clasps ..........coveuveeereeeenieninenien e 3500
R?JJaII’ Broken Teeth-Per TOOTN ..........ccvvrevrireiriieerierieirceeeeeene 3500
Add Tooth to Existing Partial DENtUFe ..........cc.ccorrerererrerseneenineennneen, 3500
Reline Complete Upper Denture - ChairSide ............ocevreeeirceniieeniiennes 60.00
Reline Complete Lower Denture - Chairside ............occevverieerieenrennns 60.00
Reline Upper Partial Denture - Chairside ............ccveevinineniieniienne 60.00
Reline Lower Partial Denture - ChairSide ...........oveevveerreenrnenrseeninns 60.00
Reline Complete Upper Denture-Lal ........ccovvvevvenrvenrienrieensinnnns 9.00
Reline Complete Lower Denture-Lab ..........covveereerneerneenineenieenenns 95.00
Reline Upper Partial Denture-Lab ..........coovevverernneennenrsenseeninens 9.00
Reline Lower Partial Denture-Lab ..........coocevencnneennesneinienes 95.00
Tissue Conditioning - Upper DENLUIE ........ccveevrreerreerrrerrereesseeeeeens 2000
Tissue Conditioning - LOWEr DENEUIE ........c.vevrecerieerieercieirereereeens 2000
Precision Attachment, DY REPOIt ..........ccocvrerrneinineinienienceeenns 15000
. ~ Fixed Prosthodontics
Pontic - Cast High Noble Metal, Per Unit ............cccocovvevcerreininns 235.00
Pontic - Cast Base Metal, Per UNit .............ccooveneeenernenineinneenis 235.00
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9215
9220

9240
9310

9951
9952

Fixed Prosthodontics ( Continued )

Pontic - Cast Noble Metal, Per Unit ............cccoovvrvrerrresineesreennnns 235.00
Pontic - Porcelain Fused )

to High Noble Metal, PerUnNit ............ccouvvrrineninenrienienserenenns 235.00
Pontic - Porcelain Fused

toBase Metal, PerUNIL ..........c.ccooviveeiiiiiiiiseseis e 23500
Pontic - Porcelain Fused to Noble Metal, Per Unit .............cccoveeveeen 235.00
Pontic - Resin with Base Metal, PerUnit .............cccooevevncrneinins 23500
Resin Bonded Retainer, PErUNIL ............ccoverenncnncnesereeseennnns 12000
Crown - Resinwith Base Metal, Per Unit ...........cccccovveeenniccnnnnnn, 235.00
Crown - Porcelain Fused to High Noble Metal, Per Unit ... 23500
Crown - Porcelain Fused to Base Metal, Per Unit ....... 235.00
Crown - Porcelain Fused to Noble Metal, Per Unit 23500
Crown - 3/4 Cast High Noble Metal, Per Unit .. 235.00
Crown - Full Cast High Noble Meta\l Per Unit 23500

Crown - Full Cast Base Metal, PerUnit ............
Crown - Full Cast Noble Metal, Per Unit .

RECEMENEBIIAZE ....cvvveeeeecei e 1500

SHESSBIEAKEY ...v.vvvvveicrereres e 15000

Precision AHACHMENE .........cvvverireeireeereeere e 15000

Bridge Repair, DY REPOM .......ocevievrieiiirieenscenseesessesses s snees e 4500

ResinBonded Bridge Pontic, by Report, PerUnit ............cccoeuvveuenee. 23500
Oral Surgery

Extraction- Single Tooth................
Extraction - Each Additional Tooth .
Root Removal - Exposed Roots ...
Surgical Removal of Erupted Tooth

Bone Removal/Sectionin
Removal of Impacted TOOth - SOft TISSUE .....vvvuvvevrereeesieerinen,
Removal of Impacted Tooth - Partial Bon
Removal of Impacted Tooth - Complete Bony ...........ccovveeveeinininenne
Removal of Impacted Tooth
Complete Bony, with COmPlICAtIoNS ..........ccoveereururencenireireeninienineenes
Surgical Removal of Residual Roots (Cutting Procedure)
Tooth Reimplantation/Stabilization .............cc.ceveencriieeninnn.
Surgical Exposure, Per Tooth

Alveoloplasty in )
Conjunction With Extractions, Per Quadrant .............ccoceveerninineene.
Alveoloplasty Not in Conjunction
with Extractions, Per QUAAaNt .............ocevreerieenieeniieineeineeeneseeneen, 5000
ReMOVAl OF EXOSTOSIS .. .c..vvevvveere e ssessseessseens
Incisionand Drainage of Abscess
SIMPIESULUE ...
FIBNBCIOMY ... 45

) ) _ Orthodontics
Diagnostic Workup with Radiographs/Models, by Report ................. 15000
Removable ApplianCe TREIARY .....ecvvveerreerrreenrrrerersesersiseesseessseessnees 560.00
F|_xed(g08||anceTh§:r .................................... s 560.00
Limited Orthodontic Treatment of Adolescent Dentition
Class | & 1l Malocclusion by Family Dentist .......... e ————— 800.00
Limited Orthodontic Treatment of Adolescent Dentition
Class 1& 11 Malocclusion by Board Eligible Specialist ..................... 119000
Limited Orthodontic Treatment of Adult Dentition
Class 1 &Il Malocclusion by Family Dentist ............ccoovevrererrrenrnenns 900.00
Limited Orthodontic Treatment of Adult Dentition
Class 1& 11 Malocclusion by Board Eligible Specialist ..................... 129000
Class 1 &Il Malocclusion by Family Dentist - Child ....... . . 1900.00
Class1& 11 Malocclusion by Board Eligible Specialist-Child . 2380.00

Class 1 &Il Malocclusion by Family Dentist - Adult ...........

Class1 &1l Malocclusion by Board Eligible Specialist-Adult . 2580.00
Pre-orthodontic Treatment Vit ............ e s 3500
Retainer, Each Arch, Post Treatment Stabilization ..............c.ccccvvceennn. 9500
Adju_stlng Retainer, by REPOM ... NoCharge
ElaSticS, DY REPOM ...v.vvveece e NoCharge
Final Orthodontic Records, by REpOrt ..........cocvvveerineniiciniennes NoCharge
Reattach Bracketsand Bands, by Report
Limit3Times ..........c..... FE OO NoCharge
Replace Broken Ligature Wires, by Report
LIMIt3TIMES ..vvevecreeersernsrerssesesssessasensesessesessessssessssessnsesnens NoCharge
Premium Transparent Brackets (Per Arch), by Report ..........cccccoevveeee. 200.
~_ Other Services
Local Anesthesia (without Operative Procedures) .........c.coeevnee. NoCharge
Local Anesthesia (with Operative Procedures) ..........cocveerereenenes NoCharge
GENETALANESNESIA ......vvvoeveeieeeseees e e eesnes 120,
Analgesia (NItrOUSOXIE ) .......ceeveeeeriererienireineini e 800
[V Sedation ......... et e T 12000
Consultation Appointment ( Diagnostic Service Provided by
Dentist Other Than Practitioner Providing Treatment) ................ NoCharge
Occlusal Guards, DY REPOIT .........cvrerrreererreenireissrsessessese e e 85
Occlusal Adjustment - LIMIted ..........ccoceeureeneenieninneseeeneens 2000
Occlusal Adjustment - COMPIELE ........c..ceerreerreerrrerrrrsisseeieees e 8000

DENTAL EMERGENCY PROCEDURES

In case of adental emergency, a Member should contact their Family Dentist directly. If
the Family Dentist is unavailable for emergency care within 24 hours of the onset of the
dental emergency as verified by UDC, Members may obtain emergency servicesfromany
licensed dentist to prevent their dental health from being jeopardized (palliative treat-
ment to control pain, bleeding, or infection) and return to their Family Dentist for con-
tinuing treatment. In order to receive reimbursement for fees paid, less any applicable
copayment for services provided and the after hours visit (ADA code 9440, copayment
$40.00) the following steps must be taken if member is outside the service area:

1

WM

© O ~N o

10.

1.

13

14,
15,

16.
17.

18.

19,

The Member must notify UDC or their Family Dentist of their dental emergency
within 48 hours of the onset of the emergency (or assoonas it is reasonably possible
todoso) and receive authorization for continued care if warranted.

Thewritten request for reimbursement with receipts must be received by UDC within
30days of the onset of the emergency.

If outside the UDC service areaa $25 administrative fee, in addition to any appli-
cable copayment, will be assessed foremergency care.

LIMITATIONS AND EXCLUSIONS

Any procedure not specifically listed in the Schedule of Benefits is not covered.
Medical costs associated with dental procedures are not covered.
Extractions foraysmptomatic third molars (wisdom teeth) are not covered. Examples
pffsymptomatic include severe decay, odontogenic cysts, chronic pericoronitisand
infection.
Covered serviceswill be considered for children under four years of age by UDC
affiliated pediatric dentists. For children four yearsand older itis the responsibility
of the parent or guardian to properly control or modify the behavior of their chil-
drenso that appropriate dental care may be safely provided by a participating Fam-
ily Dentist. Services rendered by non-participating providers or participating spe-
clalists asaresult of the need for behavior modification, physical restraint, sedation
or other method of control, will be the sole responsibility of the Member.
Dentures or appliances will be replaced only after 3 years have elapsed since such
dentures or applianceswere provided underany UDC program unless the denture or
appliance becomes unserviceable due to illness or other causes not controlled by
ordinary means. Replacement under this plan will be made only if the existing
denture or appliance Is unserviceable and cannot be made so. Replacement of den-
tures, appliances or bridgework due to loss or theft is not covered.
Evalug(tjions or consultations by UDC's Specialists for non-covered servicesare not
covered.
Any dental treatment started prior to the Member's eligibility to receive benefits
under this plan, or started after aMember's termination, Is not covered.
Failure to follow prescribed treatment, or accidents occuring during the course of
any treatment, may result in additional charges.
Periodontal surgery will not be approved until a Soft Tissue Management Program
consisting of an appropriate course of scaling and root planing, periodontal chart-
ing, oral hygiene instruction and assessment of case prognosis and compliance have
been completed. Member must demonstrate compliance with their UDC Family
Dentist's treatment plan and the case must not be an irremediable prognosis.
Restorationsand endodontic posts placed after root canal therapy are separate pro-
cedures from the actual root canal treatment and, therefore, the specific copayments
listed for restorations or posts will apply.
Failure to pay ascheduled copayment at the time service is rendered may prevent
future dental services from being received until all fees have been paid in full.
Orthodontic Treatment s limited as follows:
e Minortreatment of tooth guidance/Interceptive orthodontia for 18

consecutive months
«  Activeorthodontic treatment (from time of banding) for 24 consecutive months
e Retention treatment for 18 consecutive months
Ongoing treatment past the timeframes above is subject to additional fees outlined
inthe Schedule of Benefitsand determined by the Orthodontist or Family Dentist
performing orthodontics.
Orthodontic treatmentwhich involves therapy for myofunctional problems, TM.J.
dysfunctions, micrognathia, macroglossia, cleft palate or hormonal imbalances caus-
ing growth and developmental abnormalities is not covered.
Orthodontic cases other than Type | or [l malocclusions, including cases involving
orthognathic surgery are not covered.
Orthodontic care after the termination of coverage is the sole responsibility of the
individual. Additional fees may be assessed by the provider and are the responsibil-
ity of the Member.
Treatment for malignancies, neoplasms, or cysts including biopsy is not covered.
Exceptasinanemergency situation as described in the dental emergency procedures,
sLejg(iges provided by non-UDC dentists are not covered unless preauthorized by

Copayments listed for metallic restorations do notinclude the cost of gold for ADA
codes: 2510, 2520, 2530, 2543, 2544, 2750, 2752, 2790, 2792, 2810, 6210, 6212,
6240, 6242, 6750, 6752, 6780, 6790, and 6792.

Routine cleaningsare limited to one (1) cleaning inany six (6) month period of time,
unless medically necessary.
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